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Acute thrombosis of an abdominal aortic
aneurysm presenting as cauda equina syndrome
Sydney S. N. Wong, MD,a Graham Roche-Nagle, MD, FRCSI, EBSQ-VASC,b and
George Oreopoulos, MD, MSc, FRCSC,b Toronto, Ontario, Canada
Acute aortic occlusion is an uncommon vascular emergency that can present with predominantly neurologic symptoms
owing to spinal cord ischemia. We describe a 62-year-old woman who experienced acute thrombosis of an abdominal
aortic aneurysm that initially presented as cauda equina syndrome. She was treated operatively with an axillary bifemoral
bypass. Our case report is followed by a discussion of acute aortic occlusion. (J Vasc Surg 2013;57:218-20.)
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aAcute aortic occlusion is an uncommon vascular emer-
gency that can present with predominantly neurologic
symptoms owing to spinal cord ischemia. We describe a
patient who experienced acute thrombosis of an abdominal
aortic aneurysm that initially presented as cauda equina
syndrome and was treated operatively with an axillary
bifemoral bypass.
CASE REPORT
A 62-year-old woman underwent a completion left pneumo-
nectomy at another institution for squamous cell carcinoma of the
lung. Four days postoperatively, she complained of pain, paresthe-
sias, decreased sensation, weakness in bilateral lower extremities,
and urinary incontinence. Magnetic resonance imaging was per-
formed to rule out a hematoma from the postoperative epidural.
This demonstrated possible early spinal cord ischemia and a 5-cm
aortic aneurysm. A subsequent computed tomography (CT) an-
giogram confirmed the diagnosis of an acutely thrombosed ab-
dominal aortic aneurysm and demonstrated patent internal, exter-
nal iliac, common femoral, and profunda femoris arteries
bilaterally. The patient was transferred to our vascular surgery
center for definitive treatment, 40 hours after onset of symp-
toms.
The patient’s other cardiovascular risk factors included hyper-
tension and hyperlipidemia. Apart from her known cancer and
recent surgery, there had been no history of another hypercoagu-
lable state.
Physical examination revealed decreased sensation in the sad-
dle distribution, including the perianal area, as well as decreased
rectal tone. The bilateral lower limbs were paretic initially and were
progressing to paralysis. Despite the absence of palpable pedal
pulses, both lower extremities appeared viable.
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218Laboratory investigations showed a mild anemia and leukocy-
osis. Electrolytes and serum creatinine levels were within normal
imits. Results of initial measurements of coagulation parameters,
he electrocardiogram, and chest radiographs were normal.
The initial management during transfer between institutions
onsisted of anticoagulation. Consideration was given to spinal
uid drainage; however, we opted for a selective drainage strategy
hat allowed for full therapeutic anticoagulation. Given the patency
f her profunda-femoral and internal iliac arteries, the decision was
ade for immediate operative management in an attempt at spinal
ord reperfusion.
A right axillary-femoral bypass with femoral-femoral crossover
as carried out for retrograde perfusion of her internal iliac arter-
es. Time to operation from presentation was just over 48 hours.
o intraoperative complications were observed, and note was
ade of pedal pulses at the end of the procedure.
The patient recovered baseline ambulatory status postopera-
ively. Her bowel and bladder function had normalized at dis-
harge on postoperative day 7. She was prescribed lifelong antico-
gulation for prophylaxis against future thrombotic events. The
atient remained neurologically intact at the 1-year follow-up, and
T imaging showed the patent graft and iliac vessels (Fig 1) and
he stable thrombosed aneurysm (Fig 2).
ISCUSSION
Acute aortic occlusion is a rare event, resulting in
isastrous consequences unless urgent diagnosis and ap-
ropriate management is initiated.1 Early diagnosis can be
ifficult, and clinical suspicion prompts the correct diag-
ostic procedures.2 Mortality with nonoperative manage-
ent is up to 75%. With prompt surgical management,
ortality rates still range from 20% to 50%.3
The etiology of occlusion is usually that of a saddle
mbolus at the aortoiliac bifurcation, acute in situ throm-
osis on a background of severe occlusive disease, aortic
issection, or aortic trauma. Uncommon causes include
asculitis, hypercoagulability, and fungal infections.4-6
ompared with other causes of acute aortic occlusion,
cute thrombosis of an abdominal aortic aneurysm is rare,
ccurring only in two of 48 patients in the largest case series
f acute aortic occlusion.7 There are 49 other cases of
cutely thrombosed abdominal aortic aneurysms described
n the literature.8-13
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neurologic symptoms, the diagnosis can be more elusive.
Frequently, ischemic symptoms from poor distal perfusion
will tip one off to the diagnosis. However, as in the patient
presented, the predominating features can occasionally be
of neurologic compromise. These cases are frequently at-
tributed to radiculopathy or other primary neurologic pa-
Fig 1. Postoperative computed tomography (CT) image shows
the patent axillary-femoral bypass graft (arrowhead) and patent
internal iliac arteries (arrows).
Fig 2. Postoperative computed tomography (CT) image shows
the thrombosed abdominal aortic aneurysm (arrow).thology, which delay much-needed treatment. oThe blood supply of the spinal cord arises from spinal
rteries, composed of an anterior and two posterior seg-
ents. The anterior spinal artery receives flow from tho-
acic intercostal branches and lumbar radicular arteries. A
ritical contributor to the anterior spinal artery is the artery
f Adamkiewicz, which usually arises from the intercostal
essels between T9 and T12 in 75% of patients.14 Com-
romised perfusion to the anterior spinal artery or artery of
damkiewicz due to proximal occlusion of the aorta is the
sual cause of spinal cord ischemia and infarction.
If the aortic occlusion diagnosis is suspected, our im-
ging modality of choice is CT angiography. Once the
iagnosis is made, anticoagulation should be immediately
nitiated and early revascularization should be the goal.
ortic occlusion is a surgical disease. Possible revasculariza-
ion approaches include thromboembolectomy, aortic re-
onstruction, anatomic or extra-anatomic bypass, and
hrombolysis. The choice of approach depends on etiology,
natomy, and patient factors. The preferred approach is
irect repair and reconstruction of the aorta, providing
efinitive treatment of the aneurysm in addition to the
cute event. However, an extra-anatomic bypass may be
etter tolerated by extremely high-risk patients, as in our
atient. Late rupture of the aneurysm has been docu-
ented after axillobifemoral bypass and may be as high as
5%.15 Consideration should be given to definitive repair
r resection of the aneurysm if it is deemed at high risk of
his complication in the future. More recently, endovascu-
ar techniques have successfully been employed for very
elective cases.11,16
Of the 49 reported patients with acute aortic thrombosis,
4 presented with primary neurologic deficit.9,11-13,17-24
f those patients, nine died9,18-20,22-24 and five sur-
ived.11,13,17,21,22 The procedures performed in survivors
ncluded three aortic tube graft reconstructions, one aorto-
ifemoral bypass, and one endovascular stent placement.
The patient in this report had 48 hours of symptoms
efore surgical intervention but, fortunately, regained
omplete neurologic function. Presumably this was due to
eversible spinal cord ischemia rather than frank infarction
nd possibly on the basis of pre-existing collateral vascula-
ure or retrograde flow. This is consistent with experimen-
al evidence suggesting that neurologic deficits seen in
cute aortic occlusion are related to severe ischemic neu-
opathy rather than spinal cord infarction.25
The case suggests that despite prolonged ischemia
ime, attempts at reperfusion should be made because there
ay be a higher chance of a neurologic recovery than has
een previously appreciated. This may be particularly true
n cases of continued clinical deterioration or where collat-
ral or retrograde flow may be present as evidenced by
atent internal iliac and profunda arteries.
ONCLUSIONS
Acute aortic occlusion is a catastrophic event with dire
onsequences if not recognized and treated promptly.
hile the diagnosis is usually that of peripheral ischemia,
ccasionally neurologic deficits will predominate the clini-
11
1
1
1
1
1
1
2
2
2
2
2
2
JOURNAL OF VASCULAR SURGERY
January 2013220 Wong et alcal picture. Initial treatment consists of anticoagulation but
management is ultimately surgical in nature. Open bypass
has been the treatment utilized most often, and definitive
anatomic repair should be attempted if possible. Finally, the
recent successes of endovascular techniques may decrease
the highmortality rate associated with surgical treatment of
this disease in the future and warrants consideration in
these patients.
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